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LETTERS TO THE EDITOR
Regarding “Hemodynamic benefits of regional
anesthesia for carotid endarterectomy”
We read with keen interest the article by Dr Sternbach and his
colleagues (J Vasc Surg 2002;35:333-9) regarding identification of
the hemodynamic benefits of using regional anesthesia for carotid
endarterectomy (CEA). Their vast experience with 550 CEAs via
eversion and standard techniques with the patient under general
(n 226) or regional (n 324) anesthesia indicates the beneficial
effects of regional anesthesia, which resulted in far less periopera-
tive hemodynamic instability compared with general anesthesia.
In 2001, at the annual meeting of the Clinical Society of
Vascular Surgery, we presented our experience regarding increased
incidence of postoperative hypertension after eversion CEA com-
pared with the standard CEA technique with the patient under
general anesthesia.2 Over 2 years, we performed 219 CEAs with
either the standard (n  137) or eversion (n  82) technique to
treat symptomatic (n 68) or asymptomatic (n 151) high-grade
carotid artery stenoses. Our results indicate that within the initial
24 hours, patients undergoing eversion CEA had significantly
higher mean peak systolic blood pressure compared with patients
who underwent standard CEA (Figure). Postoperative use of
intravenous vasodilators to control excessively elevated blood pres-
sure was required in 24% of patients who underwent eversion CEA,
but in only 6% of patients who underwent standard CEA (P 
.001). Furthermore, postoperative use of intravenous vasopressor
agents to maintain adequate systemic blood pressure was required
in none of the patients in whom eversion CEA was perfomed and
in 10% of patients in whom standard CEA was used (P  .004).
One of the differences between the two CEA techniques is
location of the carotid arteriotomy. Eversion CEA requires oblique
transection of the internal carotid artery at the carotid bulb,
whereas standard CEA requires a longitudinal arteriotomy on the
anterior surface of the carotid artery. The carotid sinus barorecep-
tors lie within the adventitia of the carotid bifurcation, tethering
the origin of the internal carotid artery. We believe that, during
internal carotid artery transection at the carotid bulb, these nerve
fibers are severed, resulting in loss of the baroreceptor reflex and
postoperative hypertension. Inasmuch as all of our patients under-
went CEA under general anesthesia, we could not analyze the
effects of regional anesthesia.
We believe Sternbach and colleagues have presented valuable
data, and that the two subgroups of patients undergoing eversion
or standard CEA should be analyzed separately to identify whether
regional or general anesthesia has a significant role in postoperative
hemodynamic instability. We enjoyed reading this well-written
paper, and congratulate the authors for trying to identify the
hemodynamic benefits of regional anesthesia during (CEA).
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Mean systolic blood pressure (SBP) over 24 hours postoperatively in patients undergoing either eversion or standard
CEA.
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